On the front cover of his book The Age of Unreason Charles Handy1 uses the phenomenon of the boiled frog to illustrate the danger of not recognizing the need to make a radical change, a leap, when things around you are gradually hotting up and when it is no longer safe to assume that what worked well in the past will work well again. That healthcare in the UK is currently experiencing such an increase in the temperature of its environment as a result of scientific, economic, social, demographic and epidemiological change can hardly be denied.
Webster2 observes that it took a second world war to shatter the inertia of the established regime and to pave the way for the introduction of the welfare state and the National Health Service, and in this he clearly includes professional as well as political inertia. Though we are fortunate in our professional lifetimes to have escaped such a cataclysmic catalyst, it could be said that the events of the past decade, and perhaps especially of the last three years, which have included numerous well publicized clinical and systems failures in the NHS, have created a situation in which politicians, policy makers, professionals and managers in the healthcare field have been so much in the line of fire and so continually subject to attack that the sensation is not unlike a state of war. In this beleaguered state there is a danger of adopting an embattled and defensive stance characterized by blame-shifting on the one hand and pious rhetoric on the other.
The medical model of problem-solving is deeply ingrained in anyone who has undergone a medical education, and I cannot resist the temptation to describe the current malaise in terms of presenting signs and symptoms, history and examination, diagnosis and proposed management.
SIGNS AND SYMPTOMS

Increased demand
In Welsh hospitals between 1949 and 1997, admissions quadrupled and outpatient attendance trebled. Why were Nye Bevan and the other founders of the NHS so spectacularly wrong in their expectation that provision of health services free for all at the point of need would ultimately reduce demand as the health of the population improved? Unpicking all the complex factors is beyond my 185 Cathedral Road, Cardiff CF1 9PN, UK scope here. Probably the extent of unmet need was underestimated, and certainly this is the first century in which a substantial proportion of the UK population has lived to a ripe if not healthy old age; an ageing population inevitably demands more services. However, changes in overall epidemiology seem wholly inadequate to explain the increase. Indeed, so much previously severe morbidity has been eliminated or at least greatly reduced over the past fifty years that, at the very least, we might have expected a standstill in that demand which reflected need.
The answer may lie in the translation of mortality into long-term chronic illness, with acute exacerbations the cause of the dramatic increase in demand for emergency care exposed by the now wearyingly regular winter emergency adnmlssion crises.
I would suggest, however, that we cannot, without a more rigorous examination of this phenomenon of escalating demand than has yet to my knowledge taken place, justify allowing the current level of pressures on health service personnel and on the public purse to continue. At the very least a fuller exploration is urgently needed of the extent to which it represents both preventable disease and the medicalization of problems which are inappropriately and ineffectively dealt with by healthcare services, one example of which may lie in the relationship between sickness, employment opportunities and social security benefits.
The health of the people of Wales compares unfavourably with that of England (Table 1) . Death rates are higher and life expectancy is shorter, and much of the reason lies in the very substantial levels of ill health and premature death in the valleys of South Wales rather than in Wales as a whole (Figure 1 more than in other parts of Wales and the UK are found to be capable of some form of work. The evidence suggests, and I put it no more strongly, that at any given level of health, men in the valleys are more likely than those in the rest of Wales to be certified by their doctor as unfit for work. Why is the threshold for certifying work incapacity so low in valley GPs? Is it because they are aware that there is an almost complete absence of suitable light or non-manual a work locally for men with real but minor health problems? And because they also know that, since sickness benefit is not means tested, unlike job-seekers allowance, it is more advantageous to their patients to be unfit for work than merely out of work? Some of these doctors have alleged that they were implicitly encouraged, by a government anxious to reduce an embarrassingly high unemployment total, to transfer part of it to the less politically sensitive total of those incapacitated for work. So it is at least plausible that welfare regulations and political considerations have induced a culture of ill health in an area with limited employment opportunities. This, in turn, could explain the very high level of demand for health services, in particular primary care services and prescription drugs, which characterizes these parts of Wales. media and access to the Internet but by politicians patient outcomes. The report suggested that the benefits of advances in clinical care were being denied to cancer patients as a result of ineffective delivery systems. At the time of publication the document was described to me as subversive-not the adjective one expects for a group cochaired by two government Chief Medical Officers. Indeed it was subversive (and we knew it was), because it challenged the government policy of the day by exhorting collaboration and cooperation rather than competition and contestability. However, it was also subversive in that it challenged some deeply rooted attitudes and practices of the healthcare professions. The Calman-Hine message about the changes necessary to deliver effective cancer services was as much about better communication, better interdisciplinary relationships and better teamwork with the inclusion of the patient as an active partner (rather than a passive recipient of care) as it was about evidence-based medicine or structural change.
Over the past year I have attended many conferences on changes in the delivery of cancer care as a result of that report and acted as an assessor at reviews of cancer centres. There has been some impressive and rapid progress with the establishment of joint medical teams, even cross-authority/ cross-trust medical networks and changes in referral patterns. There is, however, less evidence that this has involved the other health professionals, or the patients and their relatives, in true multidisciplinary teamworking on the basis of equality between members, born out of mutual respect for one another's knowledge and skills.
Michael Peckhaml0 has identified health services themselves as possible obstacles to health, one reason being that the political profile, mediaworthiness and public standing of the NHS have tended to place it beyond open debate. He asserts that to disregard the possibility that the NHS, as presently constructed, may become an obstacle to health development is counter to the spirit of enlightened thinking that led to its creation in the first place.
I would go further and suggest that the role of the NHS in producing health has been consistently overplayed and that we should at least consider whether the whole context and balance of policy on caring for the population's health requires a rethink away from its current concentration on health services. As Ken Calman4 has written, 'If the health of the population is to be improved then the least effective way to achieve this is through health services.' In this context I have become increasingly convinced that the virtual separation of personal and public health care in policy, administrative and professional terms is a major error which has led at best to detachment, and worst to hostility, between them, the roots of which may go deep.
In my professional experience, lack of cooperation based on rivalry between individuals, medical specialties, different professions and various organizations whose responsibilities contribute to the health of the population has had disastrous, even fatal, consequences for individuals. I have seen this most dramatically in the sphere of infectious disease and would suggest that it was at least a factor in the BSE/CJD debacle. Peckham recognizes that 'the need to deliver a pangovernmental multisector commitment to health development as well as the treatment of disease and disability will require health services to develop into new structures in the first decade of the twenty-first century'. These vital changes to both health policies and health service structures could be frustrated and will certainly be delayed if outdated attitudes within the healthcare professions, including the medical profession, to the contribution of others, do not change more rapidly than is evident at present. There is now wide acceptance that health care and even the clinical care of an individual patient can no longer be given effectively by a single profession, if indeed it ever could. In this context perhaps even such valued and enduring concepts as the exclusive doctor-patient relationship must be re-examined. Enthusiasm and determination in establishing true multidisciplinary teams is required, rather than the current reluctant lip-service to this idea. One cannot but agree with Braithwaite11 and his colleagues from Australia, writing on hospitals in the next millennium, when they say 'Professionalism has contributed a great deal to modern health care, but has inhibited the ability to achieve crossboundary solutions based on team work'.
Resource constraints
The last presenting sign is the most likely to kill the patient. Government spending on the NHS has risen by about onethird in the past decade, from £28 billion in 1988/1989 to £38 billion in 1998/1999. Also, expenditure on the NHS drugs bill has more than doubled in real terms over the past twenty years. This trend in health expenditure is, of course, common to all developed countries and I suspect most of us would regard it as a 'good thing' and be concerned only that it still leaves the NHS apparently underfunded for the demands on it.
However, we must also be concerned that, while we share this trend with other developed countries, we also share with them the phenomenon that expenditure on health has outstripped the growth in the economy as a whole. In these circumstances the UK NHS is almost uniquely vulnerable since the major proportion of our healthcare expenditure is publicly financed. So unlike, for instance, our fellow G7 countries where health expenditure is part of and has grown at the rate of other private expenditure, in the UK it has grown only at the much slower rate of public expenditure. This widening gap is unlikely to be closed in the face of internal electoral factors which restrain tax levels, together with the external imperative to maintain international competitiveness by keeping public expenditure and public indebtedness low.
The other facet of strained resources which is every bit as important, though possibly more remediable with time and better planning, is that of the necessary numbers of adequately trained and skilled workforce. Even where money is available the lack of adequate numbers to fill vital consultant posts or specialist nursing and other professional roles can blunt the impact of a strategy, as we have found to some extent in our implementation of the cancer services report. I suspect that as the new national service frameworks roll out their cumulative effect will exacerbate the disparity between expectations and the availability of an appropriately skilled medical workforce. At the same time the wellpublicized problems of recruitment and retention of nursing staff and the looming difficulty, especially in deprived parts of the UK, of replacing the doctors from the new Commonwealth who filled an indigenous vacuum in general practice 30-40 years ago is now being recognized, while concurrently we see the distressing plight of trained obstetricians emigrating because they are unable to find posts.
If we add to this another 'workforce' consideration, given all too little attention, that of the availability of lay, family or neighbour carers in an era when most women are gainfully employed outside the home and traditional families are becoming less common, this additional resource constraint may undermine policies which rely heavily on care in the community, however appropriate they may be in other ways.
DIAGNOSIS
I have identified some of the issues confronting healthcare in the UK which I see as requiring a change in our approach to health policy. You may feel I have left out some of the most relevant and intriguing, such as the question of whether devolution in Scotland and Wales will spell the end of a truly national UK health service. Certainly my historytaking, examination and further investigation of the patient could be criticized as superficial. Inevitably therefore my diagnosis will be partial, provisional and suspect. The best I can do is 'pyrexia of unknown origin exacerbated by overexertion in the face of inadequate intake of sustenance, possibly to some extent iatrogenic'.
MANAGEMENT
What then would I suggest as the possible management of the patient's condition-or, to return to an earlier analogy, the changes in policy that should control the direction of the fundamental leap needed by the NHS frog? First, I suggest that policy on the NHS should be set more firmly in a public health context. This would ensure the identification and quantification of need, as distinct from demand. A realistic attempt to lessen current pressures on the NHS must pay as much attention to the determinants of health as to treating illness and disability. Such a realistic attempt will require a major increase in the funding and the status of relevant research: social, epidemiological, and health services research are all conspicuously underfunded by comparison with clinical research. In this I see a vital role for the Medical Research Council: it is far too important to be left solely to government, as some influential bodies have recommended.
I have already revealed that, unlike many in my specialty, probably a majority, I deplore the existing division of responsibility for public and personal health services at all levels from Ministers downwards. It perpetuates a dislocation between the causes of illness and its treatment. To use the well-known metaphor, there is a fatal lack of coordination between those trying to stop the giant throwing people into the river to drown and those dragging them out further down stream. The health of the population, and thus the level of demand on the health services, is to a major extent in the hands of the giants who control the macro-environment, social, educational, industrial and economic, within which people live. The various admirable 'health of the nation' initiatives in each of the UK countries have attempted to take this approach. Their limited success was partly due to their failure to engage the understanding and cooperation of large sections of the healthcare professions; but equally it was due to their failure to attract the wholehearted and sustained enthusiasm of politicians (in stark contrast we may note to the political obsession with waiting lists). That political failure had probably much to do with the inherent inability of the initiatives to deliver in anything approaching an electoral timescale. In this context all of us hope that Donald Acheson's report12 will fall on more fertile ground than did the Black report; a major uncertainty remains, however, as to whether even a government with a large majority will have the courage to pursue the electorally unpopular measures that are necessary to implement the report. Perhaps one way to bolster that courage might be to persuade the politicians that only moderation of demand, rather than obsession with the supply side of healthcare, will ultimately save the NHS.
There are some encouraging signs in the publication of White Papers on public health in both England and Wales. Certainly the recognition of the need for 'joined up' government policy in areas which impact on health is welcome. Some measures already planned, and some Ministerial pronouncements, show evidence of a sophisticated understanding of the complexity of the relationship between unemployment, welfare benefits and health, inherent in my example from the Welsh valleys. Economic regeneration and wealth creation with opportunities for more flexible employment patterns and better targeted social security benefits could temper the need for everexpanding health-service activity. And indeed I noted with great interest that the research and development strategy for NHS Wales was refocused last year with its overall aim now being 'To improve understanding of the influences on health and the demand for health care'; as well as 'to improve the effectiveness of health services'.
What then of the possibility of moderating expectations? Perhaps much of the expertise necessary to achieve better popular understanding that neglect of personal healthy choices could destroy the National Health Service lies outside the NHS in the realms of education and public relations. However, healthcare professionals have a responsibility to seek out and coordinate such expertise. It is heartening that the difficulties reported with the Oregon experiment in the USA have not curbed attempts in the UK to experiment with citizens' juries and focus groups. These are reported as having been successful in facilitating the rationalization of services in Crawley, in providing answers to GP recruitment problems in Sunderland and in addressing rationing dilemmas in Devon. The view reported from Sunderland that the goal must be a people's NHS (i.e. a health service run by the people), carries with it the implication that responsibility for intelligent use of the service will also be the people's. As a medical practitioner lately wrote in a national newspaper, the population must love it constructively or lose it. Several commentators have suggested how more realism could be injected into public expectations of the Health Service. Smith5 has suggested that this should be by convincing people that 'Death is inevitable: most major diseases cannot be cured; antibiotics are no use for 'flu; artificial hips wear out; hospitals are dangerous places; drugs all have side effects; most medical treatments achieve only marginal benefits; many don't work at all; screening tests produce false negative results and there are better ways of spending money than on health care technology.' Hart and DaveySmith13 a little less brutally suggest that we should help the public to adopt the doubts of human biology and discard the certainties of mechanical engineering to understand that good medical practice depends as much on knowledge of limitations as on specialized competence; that science is about limitless doubt rather than boundless certainty; that important decisions have to be made on incomplete evidence and that much of that evidence must come from patients themselves. I wonder how many health professionals would have the courage to ally themselves with either set of views, let alone act on them.
On the impact of technology we can have reasonable expectation that its prudent introduction and control, for which the new National Institute for Clinical Excellence meeting needs effectively and efficiently. The ethical dilemmas posed by new technologies are being discussed more frequently and openly and the need for more explicit guidance is recognized.
On the need to reform our outdated health-service structures, health policies must encourage and incorporate the lessons from the now numerous examples of reengineering of hospital services and build upon the growing experience of the benefits and the satisfaction to be gained from multidisciplinary working in chnical teams.
The professional bodies should contribute by encouraging the medical profession in a wider understanding that all branches of the healthcare professions, and indeed others such as nutritionists, economists, engineers, philosophers and even lawyers, can make essential contributions to meeting the health needs of the population. In clinical circles I have encountered genuine anxiety about the danger of blurring professional boundaries; but by contrast patients' experience of experiments such as the 'patientcentred hospital', which includes the concept of multiskilling, have been very positive. Scarcity of highly qualified staff may indeed necessitate such approaches if the national service frameworks are to be implemented.
And what of resources? I was intrigued that earlier this year the subject of NHS resources seemed to preoccupy the leader writers, columnists and correspondents of several newspapers. However, I noted that even those with a good deal of economic and financial acumen seemed far from confident or agreed on how to tackle the problem. Their suggestions ranged from the almost homoeopathic, 'relatively small cash injection', to the more radical 'mixed economy' or even total privatization of the NHS; from rationing to better targeting of services, the latter according most with my own instincts.
The options seem to me to be most cogently summarized by Figure 2, My prescription for UK healthcare policy can then be summarized as finding a way to limit demands on the service to those which reflect true need; moderating public expectation by a dose of healthy realism; better integration of government policies in areas which impact on health; reengineering healthcare delivery systems; harnessing technology firmly to prevent it running away with us; maximizing efficiency without sacrificing quality or the duty of care for health-service personnel.
Alvin Toffler14 has suggested that big organizations only change substantially when there are enormous external pressures, people inside are strongly dissatisfied and there is a coherent alternative plan. He warns that, unless there is a vision of a workable alternative, resistance to change will usually triumph.
Although there are signs that a slow change is taking place in political, professional and public understanding of the issues confronting healthcare in the UK I cannot, as yet, discern that this amounts to the intelligent obsession nor the political and professional leadership necessary to produce a workable alternative analogous to that which produced the post-war health and welfare revolution-a professional leadership well described recently by Kenneth Stuart15.
Let me close by explaining my subtitle 'For the good that it will do'. It stems from my admiration for Archie Cochrane, who did his epidemiological studies in the South Wales valleys and is best known for his seminal monograph Effectiveness and Efficiency to which I referred earlier.
It is something of an indictment of us in the UK that we did not sufficiently heed his predictions of future inflation in the 'cure sector' of the NHS. Had we done so and followed his advice we might not be facing some of our current difficulties. Archie ended his monograph7 by warning that if we did not use science to control health service inflation the result would be a return of the 'cure sector' to the forces of the marketplace. A situation which he thought many doctors would abhor and which, it is clear, would now be unacceptable to most of the public. He saw the medical profession's blinkered devotion to patients, which prevented their making a contribution to effective health policies, as akin to the attitude of Agatha in T S Eliot's The
Family Reunion who in advocating her psychotic nephew's referral to the family doctor did so 'not for the good that it will do, but that nothing may be left undone on the margins of the impossible.' I would suggest that 'for the good that it will do' we must refer the health needs of the population of the UK for more rigorous investigation and be prepared to use radical strategies in reappraising our policies and practices even if to do so appears to approach the margins of the impossible.
